Chapter One - Measuresof NHI Implementation

In order to assess how fully the Hedlth Care Financing Adminigtration (HCFA) and the States have
implemented the Nursng Home Initiative (NHI), we selected severd initiatives for which we could
readily obtain data. The initiatives examined for this report are: 1) implementation of a staggered
schedule for nursing home recertification surveys, 2) giving facilities with a history of noncompliance no
opportunity to correct before imposition of enforcement remedies; 3) allowing reasonable assurance
periods before re-admitting terminated nursing homes to the Medicare program; 4) increased scrutiny
of specid focus fadilities; and, 5) implementing a streamlined process for investigating complaintsin
which dlegations were raised.

1.1 Staggered Surveys

The goa of unannounced surveysisto get an accurate picture of the quality of care being provided in
the nursing home. Theoreticaly, surveys can begin on any day of the week. The staggered survey
initiative sought to correct the practice, as highlighted in our 1998 Report to Congress “ Study of
Private Accreditation (Deeming) of Nursing Homes, Regulatory Incentives and Non-regulatory
Initiatives, and Effectiveness of the Survey and Certification Process’ (1998 Report to
Congress), of conducting nursing home recertification surveys essentialy only during business hours
Monday to Friday. Anecdotally, some consumer advocates and nursing home staff advised us that the
timing of the annua surveys was wholly predictable. In October 1998, State survey agencies were
indructed to vary the starting time of recertification surveys in nursng homes so that surveyors could
observe nursing homes -- particularly their levels of staffing and how they provided care -- during hours
gpart from normal Monday to Friday business hours. To accomplish this, surveyors were asked to
begin 10 percent of the nurang home recertification surveys on the weekend or during evenings and
nights. These ingructions wereissued in the January 1999 Forma State Operations Manual.

Table 1 presents the percentage of surveys from 1998 - 1999, by calendar quarter, that began on the
weekend or at night. (State-level data are presented in Appendix C). The data are from OSCAR, our
survey and certification administrative database, and are entered by each State. The data indicate
whether a survey began during “ off-hours,” that is either before 8 am., after 6 p.m., or on the weekend.
Based on conversations with States and our Regiond Offices, we bdieve that States began to
implement off-hour surveysin early 1999, but most States did not begin entering off-hour surveysin the

Although this change in protocols was introduced in March 1999, several months after the initial set of
initiatives were introduced, it is still being considered one of the Nursing Home Initiatives for the purpose of this

study.



OSCAR database until the third quarter of calendar year 1999. For this report, morning and the
evening surveys are grouped together.

Tablel. Percentage of Nursing Home Recertification Surveys Conducted during Weekends and Evenings
Time Period Night Surveys Weekend Surveys Weekend +
N (%) N (%) Night
N (%)
1998 Qrtr. 1 6 (0.2%) 0 (0.0%) 6 (0.2%)
1998 Qrtr. 2 10 (0.2%) 4(0.1%) 14 (0.3%)
1998 Qrtr. 3 15 (0.4%) 7 (0.2%) 22 (0.5%)
1998 Qrtr. 4 22 (0.6%) 14 (0.4%) 36 (1.0%)
1999 Qrtr. 1 47 (1.2%) 44 (1.1%) 91 (2.3%)
1999 Qrtr. 2 73 (1.8%) 56 (1.4%) 129 (3.1%)
1999 Qrtr. 3 82 (2.2%) 52 (1.4%) 134 (3.6%)
1999 Qrir. 4 152 (4.8%) 101 (3.2%) 253 (8.1%)
Source: HCFA analysis of OSCAR data reported through March 23, 2000

Asindicated in Table 1, States are reporting that, Snce January 1998, a steadily increasing number of
surveys began in off-hours. In thefirst quarter of 1998, 0.2 percent of surveys began in off-hours, and,
in the fourth quarter of 1999, the percent of surveys which began during off-hours increased to 8.1
percent. Whilethis percentage is shy of the 10 percent target we set in the NHI, it isa sgnificant
improvement over previous rates. As shown in Appendix C, during the fourth quarter of 1999, 14
States reported that 10 percent or more of the nursing home recertification surveys began on a
weekend or during the evening or weekend (data not shown here). On the other hand, 17 States
reported that they had begun less than 1 percent of the surveys off hours.

However, in reviewing the State-level data as of June 2000, we identified 17 States (Connecticut,
Massachusetts, Maine, Vermont, New Jersey, Maryland, Arkansas, Texas, New Mexico, Missouri,
Nebraska, Wyoming, Cadifornia, Hawaii, Nevada, Oregon, Washington) where off-hour surveys
comprise fewer than 7 percent of surveys. In August 2000, we wrote a letter to the State agency
directors of these States to encourage them to improve their record and to isolate the reasons for their
inability to comply with thisinitiative. State agencies were asked to identify the reasons for their low
performance, their plans for improvement, and suggest ways we could assst them in reaching the 10
percent off-hour survey god. We requested a response by September 8. Their responses will help us
to more carefully focus our efforts to assist these States than we have been able to in the past.




In conclusion, it appears that, dthough we were close to achieving the nationa target of 10 percent by
the end of CY 1999, thisinitiative has been only partidly implemented. A number of States appear not
to have implemented this initiative, or are dow to report to OSCAR that they have conducted these
surveys. We will continue to monitor implementation of the off-hours surveys and follow up with States
that have been dow to implement thisinitiative.

This andlys's does not address whether or not the results of surveys conducted during off hours are
different from the findings of surveys conducted during norma business hours. A reasonable hypothesis
is that off-hour surveys would be more likely to result in findings of insufficient nurang home gtaffing, for
example. That analysiswill be addressed in a subsequent report.

1.2 Facilitiesthat are not given an opportunity to correct deficiencies before enforcement
remedies are imposed

One of the generd criticisms of the survey and certification enforcement processisthat it may
ingppropriately alow nursng homes with severe, life-threatening deficiencies to correct those
deficiencies and avoid the imposition of any enforcement pendty. Although we have ingructed States,
since the implementation of the enforcement regulation in July 1995, to impose immediate enforcement
pendties on nursing homes that recelve deficiencies of scope and severity “H” or higher during two
successive standard surveys, our 1998 report found that this was often not occurring, and, furthermore,
that it might not be producing the desired effect. (An*“H” level deficiency is one that has caused actud
harm to severa nursing home residents. A “G” leve deficiency is one that has caused actud harm to
one resident or avery small group of resdents. See Figure 1) Therefore, we lowered theleve a
which immediate pendties must be imposed. In January 2000, we modified the policy so that facilities
that recelved successive “G” leve deficiencies wereimmediately sanctioned. We published this
guidance in the Survey and Certification State Operations Manud in January 2000.



Asareault, if surveyorsfind, in two consecutive standard surveys, that nursing homes have caused
actud harm, immediate sanctions againgt the nurang home should be imposed. Under other
circumstances, nursing homes that have caused actua harm may be given a period of time to correct the

deficiency before enforcement pendties are imposed.
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participating nursing homes and ten Medicaid-only nursing homes that have recelved deficiencies a
level “H” or higher on two consecutive standard surveys was identified. The Regiona Offices were
then asked to report on the number of nursing homes from that group that had been referred to them by
the States. (States are not obligated to report Medicaid-only facilities to the Regiond Offices). H leve
deficiencies were sdected because the current policy of imposing sanctions on nursing homes with
double-G level deficiencies was communicated to States in January 2000 and adequate data were not
available at the time this report was prepared.

Of the 56 Medicare-participating nursing homes, 53 (94.6 percent) were referred by the States to the
HCFA Regiona Offices for the imposition of enforcement remedies. Of the three facilities that were
not referred, one was in Caiforniaand represented 14.3 percent of the California SNFsin the group,
onewas in Oregon (50 percent of Oregon SNFsin the group), and one was in Washington (25 precent
of Washington State SNFsin the group). These three facilities were back in compliance when the
Regiona Offices contacted the States to follow up, and therefore no referral was made. This
represents an improvement over the rate of such referrals when we assessed thisissue in 1998. The
relevant Regiond Offices have contacted Cdifornia, Oregon, and Washington to determine why they
failed to follow the policy in the sample cases. All nine Medicaid-only nuraing facilities were referred to
the State Medicaid agencies for enforcement action.

1.3 Adequate Reasonable Assurance Periodsin the Medicare Program

After a nursng home has been terminated for failing to meet Federa requirements, a period of time
must pass before it can be readmitted to the Medicare program. Thistime period is cdled the
“reasonable assurance” period. The examination of adequate reasonable assurance periods was
carried out in response to concerns about the potentia for nursing homes that were terminated because
of poor quality of careto gpply for rdatively quick re-entry into the Medicare program. Questions
have been raised about the adequacy of safeguards to prevent substandard facilities from re-entering
the program.

In theory, severd protections exist to prevent nursing homes that have lost Medicare certification from
re-entering the Medicare program without adequate demongtration of compliance. Regiond Offices
impose awaiting period on nursing homes and dso require nuraing homes to attain & least subgtantia
compliance on anew survey before being consdered for re-certification.

In order to assess the extent to which involuntarily terminated nursing homes are re-entering the
Medicare program and to see if the Regiona Offices are imposing adequate reasonabl e assurance
periods on these nursing homes,? we asked the Regiona Offices to provide the dates of termination for

ZCurrently, no waiting period isimposed on terminated facilities before they can reapply for participation in
the Medicaid program. HCFA has drafted alegislative proposal that, if adopted, will impose waiting periods on
terminated facilities seeking Medicaid re-certification.



nursing homes terminated within the last year. We aso asked the Regiond Offices to supply the current
gtatus of the nursing home, the date of regpplication to the program, and the date of re-certification if
the nursing home had re-entered the Medicare program.

Of the 33 involuntarily terminated Medicare-only and dudly participating nursing homes,* 10 have been
readmitted. Of these, the average time between termination and re-entry was 5 months. The shortest
period of time was three and one-hdf months, while the longest was nearly 8 months.

These findings show that few nursing homes terminated from the Medicare program in the last year
have regpplied for certification. However, thisanalysis only considered nursing homes terminated
within the last year and does not address whether or not the decisions made in these particular cases
were reasonable.

1.4 Special Focus Facilities

Specid Focus Facilities comprise agroup of nursang homes selected by each State from alist of
candidates prepared by HCFA. These nursang homes receive standard surveys every 6 months, rather
than gpproximately annualy under usua practice. The purpose of this programisto provide a higher
level of scrutiny to some nursing homes, without reducing oversight of other nursing homes. 1t is hoped
that the additiond leve of review by the State survey agency will bring these nurang homesinto
compliance with Medicare and Medicaid conditions of participation and will help them remainin
compliance.

HCFA provided ashort list of facilities, based on survey findings as reported in the OSCAR system in
November 1998, to States from which they could sdlect two for specid enforcement. To develop the
initid list of candidate facilities, HCFA counted the number of deficiencies for each facility that had been
cited at a scope and severity of F or higher, and then assigned a weighted score to each deficiency
based on the scope and severity finding. Scores for substandard qudity of care citations were doubled.
HCFA aso counted the number of substantiated complaints each facility had received in the 2 years
prior to November 1998. The tota score for each facility conssted of the sum of the weighted
deficiencies and the weighted complaint score. Scores were then ranked by State, and the four highest
scoring facilities for each State were selected, with tiesincluded. The States then chose at least two
facilities from the four that HCFA had sdected for the lig.

Facilities will remain on the list until they achieve substantia compliance on two successive standard
surveys or until their provider agreement is terminated. At the beginning of each year, HCFA will sdlect
anew st of candidate facilities, using the methodology used previoudy to sdlect thelist. Again, eech

3A dually participating homeis one that participates in both (Medicare and Medicaid) programs. A total of
41 nursing homes (Medicare-only, Medicaid-only, and dually participating) were involuntarily terminated from the
Medicare and Medicaid programsin calendar year 1999.
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State will choose at least two facilities from the list, with Regiond Office gpprova. Asaf April 2000,
States report that they have conducted semiannua surveys on 60 of the origind 107 facilities on the ligt.

Efforts so far have resulted in 12 of these nursing homes being terminated or voluntarily withdrawing
from the Medicare and Medicaid programs. Civil Money Pendlties were imposed on 31 of the
fadilities, and 24 facilities received a Denid of Payment for New Admissons. We do not have
comparable data on many of these enforcement actions for other nursing homesin the country, and, as
a consequence, these rates are difficult to compare directly. We do know that these nursing homes
experience amuch higher rate of termination (approximately 10 versus 0.2 percent for other nursing
homes) and rate of substandard qudity of care determination (8 versus 5 percent) than do Medicare-
and Medicaid-certified nurang homes as agroup. States report that 28 of these facilitiesare now in
subgtantial compliance. A comparison of survey results from the most recent and immediately-
preceding surveys shows that the average number of deficiencies found has decreased dightly and that
there has been a decrease, from 66.2 to 50 percent, in the percentage of Specia Focus Facilities found
with G leve or worse deficiencies. 1t is difficult to judge whether or not these measures have been
effective in bringing these nursng homes into compliance without comparing them to acomparable
group of nursang homes. Thisanaysswill be addressed in a subsequent report.

Where it has been implemented, thisinitiative gppears to have been successful in ether bringing many of
these nursing homes -- which have a history of severe noncompliance -- into substantial compliance, or

removing them from the Medicare or Medicaid programs. These results suggest that increased scrutiny
of problematic nursng homes can be successful in achieving enforcement results.

Unfortunately, these findings adso suggest that the Specid Focus Facility policy has not been fully
implemented. We are concerned that States have only been able to conduct semiannua surveyson a
little more than half of the Specid Focus Facilities. The States that failed to follow the ingtruction to
conduct semiannud surveys of al Specia Focus Fecilities are as follows. Connecticut, Maine, Rhode
Idand, New Y ork, Puerto Rico, Washington, DC, Delaware, Pennsylvania, Virginia, West Virginia,
Florida, Georgia, Kentucky, Mississppi, Tennessee, Ohio, Arkansas, Louisana, New Mexico,
Oklahoma, Texas, Nebraska, Colorado, Montana, North Dakota, California, Nevada, Alaska, Oregon
and Washington. We will continue to work closdly with State survey agenciesto assure that dl of these
facilities are surveyed every 6 months. In May 2000, the Regiona Offices and States were reminded in
writing of the ingpection requirements for this group of facilities

1.5 State Survey Agency | mplementation of Revised HCFA Complaint Policies - Summary
Report of E-mail Questionnaire’

“This study was conducted by Catherine Hawes, Meyers Research Institute, Menorah Park Center for the
Aging, and Alan Steggeman, Center for Health Services Research and Analysis, University of Wisconsin, Madison.
Theresults of this study are contained in Appendix B.
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In addition to routine unannounced surveys, HCFA and the State survey agencies respond to specific
complaints from resdents. In addition to our other Nursing Home Initiative activities, HCFA dso
initiated a series of actions to improve the investigation of complaintsin nursng homes. HCFA
committed to conducting investigations of potential actua harm to resdentsin 10 days. We dso
reiterated our commitment to investigate complaints of immediate and serious threat to resdent hedlth
or safety within 2 days.

This policy was announced to al Statesin aletter sent March 16, 1999. To operationdize the policy, a
HCFA/State workgroup was formed. The workgroup concluded that Medicare and Medicaid
resources -- both staff and funds -- were not immediately available to provide for the investigation of al
alegations of actual harm within 10 days. For Medicare, additiona funds needed to be alocated to the
survey agencies. In addition, survey agencies would have to have Medicaid matching funds and staff
approved by the legidature. Since immediate increases in funds or saff were unlikdly, the workgroup
focused on developing operationa guidance on triaging complaints and, within 10 days, investigeting
complaints of higher levels of actua harm. This operationa guidance was issued on October 13, 1999.
The Regiona Offices were to work with States to ensure implementation of the guidelines.

Since the fisca year 1999 and 2000 budgets did not provide for additional funds for complaint
investigations, HCFA requested and received authorization from Congress to reprogram Medicare
contractor funds to the survey and certification budget. For fisca year 1999, $4 million was
reprogrammed, but few States received approva from State legidatures for additiond staff or Medicaid
funds. For fiscal year 2000, $5 million was reprogrammed and distributed to States. For fisca year
2001, the President’ s budget for the Medicare survey and certification system includes $10.1 million for
investigations of complaints of potentia actua harm in nursing homes within 10 days.

In afurther effort to prevent abuse and neglect of residents, we initiated a study to identify sseps HCFA
and the States could take to strengthen the nursing home complaint process. To achieve this, the study
will describe States processes for complaint investigation, assess the effectiveness of these processes
and make recommendetions for specific actions we and the States could take to improve complaint
investigations and to prevent abuse, neglect, and theft of residents property; determine how to make
the complaint process more responsive to resdents and their families; and, make recommendetions
about how to improve the ongoing monitoring and oversight of the complaint investigation process by
HCFA and the States. Researchers from the Center for Hedlth Systems Research and Analysis
(CHSRA) at the University of Wisconsn-Madison and the Myers Research Indtitute at Menorah Park
Center for Senior Living are conducting thisstudy. Thefind report is scheduled to be delivered in
January 2001.

The study involves focus groups and extengve interviews, through mail and telephone surveys, with key
gakeholders in the complaint investigation process, including State survey agencies, ombudsman
programs, and consumer advocacy groupsin dl 50 States, the Didtrict of Columbia and Puerto Rico.
Focus groups and in-person interviews aso are being conducted with residents, their families, nursing

12



home administrators and other staff. Interviews may aso be conducted with State and Federd
agencies, such as HCFA Regiond Offices, Offices of the Attorney General, and professond licensing
boards. In addition, actua complaints will be andyzed as part of assessing the effectiveness of current
processes. The study will dso analyze case examples of abuse and neglect to evaluate State responses
and egtimate the utility of the researcher’ s recommendations. Findly, site vidts and in-depth analys's of
model complaint investigation processes and programs designed to prevent abuse and neglect will be
conducted.

Asaprdiminary step, to gather information from the State survey agencies for the purpose of
responding to Congressiond inquiries, abrief eemail questionnaire was sent to al State survey agencies
regarding how they have implemented recent HCFA policy changes on the timing and procedures for
complaint investigations, as detailed in |etters dated March 16 and October 13, 1999.

The questionnaire was sent to al State survey agency directors on March 29, 2000, with a requested
response by April 4, 2000. Follow-up telephone and/or e-mail contacts were made with agencies that
had not responded by the deadline. Forty-eight of 52 survey agencies responded to the questionnaire.

Overview of Key Findings From the Survey®

Since releasing complaint guidance to the State survey agencies, we have seen asignificant increasein
the attention being given to nursaing home complaints. States have increased survey resources, made
organizationa changes and process improvements, and upgraded information systems in order to bring
more focusto this area

Because of budget and staffing issues, some States have not been able to meet timeliness thresholds on
100 percent of the actua-harm complaint cases, however, we are confident that the States are awvare
of our intentions and are working to achieve the goas and objectives.

Regional Office (RO) Guidance and Assistance (Question 1.)

The March 16, 1999, letter from HCFA dated that: “through HCFA’s Regiond Offices, we will help
State agencies set prioritiesin carrying out these responsibilities.” Likewise, the October 13, 1999,
|etter stated:

To further assst implementing this guidance, key staff from each HCFA Regiond Office will be
meseting with the State survey agenciesto discuss triage and prioritization of complaints,
facilitate sharing examples of best practice complaint management, and discuss the manner in
which implementation of this guidance will be evauated.

°For afull discussion of the survey results, see Appendix B.
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Despite this guidance, the mgority of States reported that the Regiona Offices (ROs) did not adhere to
the guiddine established by HCFA’s Centra Office. With perhaps the exception of Region VI,
specific contact between State survey agencies and the Regiond Officesto clarify this complaint
guidance was reported to be “spotty”, both in terms of contacting al Statesin aregion aswell as
providing the States with direction as to how the Regiona Offices will evauate their performance.

Over hdf the States reported that the Regiona Offices had not contacted them, and in two Regions
(Regions 11 and 1X) none of the responding States reported that the Regiona Offices had contacted
them. Furthermore, combining the responses to severa questions, it was reported that only 8 of the 48
responding States (about one in Sx) reported receiving information on how the Regiona Office would
monitor and evauate their implementation of the new guiddines.

Responses of HCFA Regional Officesto Question 1 of E-mail Questionnaire®

In addition to the questions asked of State agencies, we provided our Regionad Offices an opportunity
to report on their efforts to guide State agencies in implementing the new complaint policies. Regiona
Offices were contacted via e-mail and were given 3 days to respond. We asked each Regiona Office
to identify the staff person or people who contacted the State agencies, the method of communication
(e.g. phone, teleconference), the names of the individuas from each State with whom they spoke, the
content of the discussons, and the dates of communication.

The Regiond Offices reported giving gppropriate natification of the new guiddines, including guidance
on implementing the new procedures to their State agencies. Most of this notification was given through
conference cals, meetings and telephone conversations. The Regiond Offices stated that they did not
document their efforts since thiswas part of their day-to-day business. However, the disparity between
the State agencies’ understanding of the guidance that was transmitted and the Regiond Offices
understanding of that guidance indicates the need to develop amore forma structure of communication
between the State agencies and the Regiona Offices.

With regard to the directives in the October 13, 1999 |etter, some Regiona Offices evauated the
process and plan to share their evauation with other Regionsin order to develop a standard evauation
protocol for usein dl Regions. Once they have been reviewed by the Regiond Offices, these “ best
practices’ will be shared with the State agencies.

® The data for this section (Responses of HCFA Regional Officesto Question 1 of E-mail Questionnaire)
were collected and summarized by HCFA staff in the Center for Medicaid and State Operations (CMSO). CM SO staff
wrote this section.
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SA Staff Qualificationsfor Triage and I ntake (Questions 2. -3.)

With only one exception, all State agencies responding to this question have established qudifications
for aff responsible for assessment and triage of complaints. The following qudifications, or
combinations of these qualifications, are expected by most States: a college degree, diplomain a hedth-
related field, work experience in a hedth care setting, or one year of experience as aqudified surveyor.
Fewer State agencies responded about whether they had smilar qudifications for staff who did initia
complaint intake; however, 14 of the 23 States responding (61 percent) did have at least one of the
requirements listed (i.e., college degree, diplomain a hedth-related field, work experiencein ahedth
care setting, etc.) Thise-mail survey was abbreviated and, as a consequence, equaly important
questions such as the nature of staff training programs, State agencies procedures for asssting with
triage or intake, and methods that State agencies use to monitor their own performance, were not
explored. Further research will explore these areasiin grester detail in their forthcoming telephone
survey of the State agencies.

Prioritizing I nvestigations (Questions 4. -7.)

Every State that responded to the questionnaire indicated that they accept complaints either face-to-
face or by telephone. Fifteen States (30 percent) indicated they could not meet the 2-day investigation
requirement for immediate jeopardy. Thirteen States (28 percent) reported they could meet the 10-day
investigation requirement for actuad harm complaints. A mgority of  responding States (62 percent)
did not include weekends or holidays as part of the definition of “within the 2 -working days” States
cited staffing shortages, unfilled saff vacancies, increased numbers of complaints, and competition with
other workload requirements (e.g., statutory requirement for annual surveys) as the primary roadblocks
to meeting complaint investigation timelines. The mgority of States reported that immediate jeopardy
(19) complaints make up less than 5 percent of their complaint workload.

Almogt hdf the State agencies responding (48 percent) indicated that they have developed their own
materials to clarify and handle 1J complaints. Forty-two percent of reponding State agencies have
developed criteriafor digtinguishing between “higher” and “lower” levels of actud harm.

Most responding State survey agencies used traditional sources of information to help them prioritize
complaints (eg., facility compliance history, complaint history and ombudsman reports). Fewer States
were using the Facility Quality Indicator Profile reports that are abstracted from MDS data.

Complaint Workload (Questions 8. -9.)

A magority of States that responded to the survey (34 States, or 71 percent) reported that they believed

the volume of complaints has increased since October 1999. However, 31 States (65 percent)
indicated thet the level of seriousness of complaints was about the same as it had been in the padt.
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State Survey Agency Complaint Tracking Systems (Questions 10. -12.)

Thirty-eight (79 percent) of the 48 States responding had an electronic or manua complaint tracking
system that alows for reporting of immediate jeopardy complaints. However, only 32 States
responding (67 percent) had a system to track complaints related to alegations of actud harm. The
design of these questions did not dlow us to determine how many States have eectronic versus manua
systems; however, CHSRA intends to address thisissue during its forthcoming telephone survey.
Thirty-one State agencies indicated that they currently have tracking systems that could report the
number of complaints as well as digtinguish between immediate jeopardy complaints and complaints of
actual harm. Fourteen of these 31 State agencies reported that their systems have only developed the
capability to distinguish between types of complaints since October 1999.
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Chapter Two - Measures of Problem | dentification

The survey processis designed to ensure that nursing homes meet Federd health and safety
requirements. In its reports, the GAO (GAO 1998 and 1999) asserted that, despite changesin the
survey and enforcement process, the survey process fails in many cases to identify serious problems
with quality of care. Theintention of the Nursng Home Initiative is to address many of the weaknesses
in the survey process identified by the GAO. This chapter looks at severd measures of the survey
process and reports on whether or not there have been observable changes in these measures since the
implementation of the Nurang Home Initiative.

This chapter is afollow-up to certain results published in our July 1998 Report to Congress on survey
and certification. Chapter 19 of that report examined evidence of surveyors successin finding
problems during nursing homes surveys. Among other evidence, the report looked &t the proportion of
nursing homes found to be providing substandard quaity of care. The report concluded that States
vary greetly in their “ability or willingnessto find serious problems and thet, in general, States labeled
fewer facilities as substandard after implementation of the enforcement regulation than would have been
labeled so before the enforcement regulation was put in place (pp. 542-543).” There was evidence, at
the same time, of avery dight increase in qudity of carein nurang homes. Improvement releive to the
period of time before the implementation of new survey and certification enforcement regulations, was
observed in rates of bladder and bowel incontinence. It was not clear, however, tha improvementsin
qudity of care were great enough to be the sole cause of the decline in substandard quality of care
citations.

This chapter reports on several measures of problem identification and compares them with earlier
results reported in the 1998 Report to Congress. We identified the overal number of deficiency
citations and the number of deficiency-free surveys as basdline measures of the effectiveness of the NHI
and the quaity of nursing home care, because these are commonly used measures of the accuracy of
State qudity assurance programs. Significant variation in State deficiency citations from the nationd
average number of deficiencies cited or median frequency of such citations (including the abbsence of
deficiency citations) may indicate problems with the State survey process. In addition, to the extent that
the overal number of deficiencies cited in any particular State are consstent with the nationa average
or median, we can be more confident that State survey citations may be a more accurate reflection of
actud nursing home qudity. For thisandyss, we used OSCAR data on dl nursng home surveys
conducted in calendar years 1994 through 1999. Because of the large interdate variation in survey
findings, detailed tables are presented in Appendix D.

2.1 Number of Deficiencies and Percent of Facilities with no Deficiencies
Reversng amulti-year downward trend in the average number of deficiencies cited per survey, the

national average began to increase in 1998, and has continued to increase, though the mean has not yet
increased to pre-July 1995 levels, and it remains to be seen whether the trend will continue. As can be
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seenin Figure 2 and Table 3 (see dso Tables D-1 and D-2 in Appendix D for more detailed tables),
there are two different components of thistrend. The first component, the proportion of nursing homes
found to have deficiencies, began to incresse in 1998, reversing adownward trend that began in early
1995. The second component, the mean number of deficiencies found in nursing homes that have
deficiencies, also began to increase in mid-1998. Thistrend holds for many, but not al, States.

Fgurs 2. Percantaga of U.B. Nurcing Home& with Zaro Haalth Deticienciec,
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While there could be many possible explanations for thisincreasing trend in the mean number of
deficiencies cited per survey (eg., changesin facility quaity, changesin resdent acuity that appear to
be changes in facility qudity, changes in State survey agency practice, or random variation), we believe
it islikely that the increased attention and funding on the survey process, as well as heightened oversight
of the States, have been important factors. Data from caendar year 2000 will need to be examined to
confirm this observation.

There are anumber of activities we have aready undertaken to increase consgstency of survey findings.

We have dready indructed State survey agenciesto review care records more closely when picking a
resident sample, and we ingtructed States to increase the sample size for certain areas such as pressure
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sores. In instances where federa surveyors conduct comparative surveys, we have ingtructed them to
do so closer to the time of the origina State survey.

There are dso a number of initiatives we have planned that we hope will address State variation. They
include the continuation of cross-Regiona surveysin which federal surveyors from different Regions
accompany other surveyors on surveys in different States, requiring continuing education and periodic
recertification of surveyors, and considering optionsto vary the mix of federd oversght surveys
(observationa and compardtive) to review State surveyor effectiveness. We also have a contract that
will advise us on how to further define each leve of the deficiency scoresin the scope and severity
matrix (which isthe grid that surveyors use to classify deficiencies- page 7.)

In addition, our State Performance Standards will go into effect on October 1, 2000. These standards
will provide a consgtent basis for evauating and comparing performance across States. Aswe move
forward, and as more data becomes available, we will consider modifying these standards to include
other performance measures. Findly, we have directed our 10 Regiona Officesto periodicaly prepare
18 “tracking” reports on areas that measure both State and Regional Office performance. Some
examples of these reports include pending nursing home terminations, OSCAR data entry timeliness,
and talies of ate surveysthat find nursing homes deficiency-free.  These reports should enable
comparisons within and across Regions and States, and will serve as a management tool for HCFA to
identify potential performance problems.
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Table3. Mean Number of Citations Received by Nursing Homeswith
Health Deficiencies, by Calendar Year*-?
Mean no. health Number of facilities
Year, Quarters deficiencies
1004 Q1-Q2 83 6063
Q3-Q4 84 6200
1005 Q1-Q2 76 6369
Q3-Q4 73 5681
106 Q1-Q2 6.6 5550
Q3-Q4 6.1 5661
Q1-Q2 6.3 6303
1997
Q3-Q4 6.2 6076
Q1-Q2 6.2 6471
1998
Q3-Q4 6.2 6532
Q1-Q2 6.7 6784
1999
Q3-Q4 70 6037
! Source: OSCAR
2 Excludes facilities with zero health deficiencies

2.2 Citations for Substandard Quality of Care, Pressure Ulcers (Sores), Restraints, and Abuse

This section looks at four measures related to saverd of the nurang home inititives, including the
number of citations for substandard quality of care, pressure sores, physica restraints, and the
prevention and presence of abuse and neglect in nursing homes. The purpose of this section isto report
on whether or not there were changes in the rate of citation for these measures for periods before and
after the NHI was implemented, and not to demonstrate whether the policies themsalves caused these
changes. The evidence thus far suggests that there has been an increase in enforcement since the NHI
was launched.

Substandard Quality of Care

The term “substandard quality of care” indicates that a nurang home has committed a serious violation
of aregulation in one of three areas of care: Quality of Life, Quality of Care, or Resident Behavior and
Fecility Practices. This designation brings about a number of serious consequences for a nursing home,
including the loss of the authority to train nurse aides. State survey agencies understandably use this
enforcement option cautioudy, except in cases where required by law (when anursaing home has
findings of substandard qudity of care on three consecutive standard surveys).
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In the July 1998 Report to Congress, we selected the proportion of substandard quality of care
citations as a rough measure of the propensty to cite deficiencies once problems are identified. These
messures of enforcement were found to be associated with poor resident outcomes. The proportion of
nursing homes found to be providing substandard quality of care decreased after implementation of the
enforcement regulation in July 1995. Since that point, there has been a dight increase in the proportion
of nursing homes cited for substandard quality of care. Figure 3 and Table 4 show that the percentage
of facilities labeled substandard increased from about 4 percent in 1996 to about 5 percent in 1999.
Furthermore, much of thisincrease has occurred in States with higoricaly (implausibly) low rates of
substandard quality of care citations. In the second haf of 1996, 11 States had cited no homes for
substandard quality of care, and in the second half of 1999, only 6 had cited no homes for substandard
qudity of care (see Table D-3, in Appendix D, for State level data).

The increases in the proportion of nursing homes cited for substandard qudity of carein States with
historicaly low levels of substandard qudity of care citations could be due to random variation, but is
suggestive of an increase in enforcement action in those States.

Pressure Ulcers (Sores)

Pressure ulcers can develop as aresult of unrelieved pressure resulting in damage of underlying tissue.
Risk factors for developing pressure sores include poor nutrition, incontinence, inability to move
around, and sensory perception deficits. Asseenin Figure 3, Table 4, and Table D-3 (see Appendix
D), the percentage of nursing homes cited for failing to prevent or properly treat pressure sores
increased from about 16 percent in 1996 to about 18 percent in 1999. At the sametime, the
percentage of residents with pressure sores remained roughly constant. One possible explanation for
this result is that the surveyors are identifying these deficiencies more accurately. However, at the State
level, this number varies greatly from one time period to ancther, so it is difficult to conclude whether or
not this reflects areal change in surveyor practice.

Table4. Percentage of Nursing Homes Cited for Substandard Quality of Care, Pressure Sores)\
Improper Restraint Use, and Abuse by Calendar Year.

1996 1997 1998 1999

Citations

Q1-Qz* Q3-Q4 | Q1-Qz¢ | Q3-Q4 | QL-QZ* | Q34 | Q1-Q2¢ | Q3-Q4*
Facilities Cited for 41 38 45 41 45 6.3 50 50
Substandard
Quality of Care
Facilities Cited for 6.7 6.5 71 75 83 10.1 104 14.1
Abuse
Facilities Cited for 144 13.9 145 125 12.9 13.0 124 99
Restraint Use

21



Facilities Cited for 16.0 143 164 16.1 17.0 17.9 182 17.7
Pressure Sores

Number of o047 8231 8803 8239 8102 7926 8133 7133
Facilities

Source: OSCAR
* Quarters 1 and 2 (January 1 through June 30)
** Quarters 3 and 4 (July 1 trough December 31)

Physical Restraints

The use of physica restraints imposed for the purposes of discipline or convenience, and not required
to treat the resdent’s medical symptoms, isaviolation of Federd regulations (42 CFR 483.13(a)). As
indicated by figure 3 and Table 4, the percentage of facilities cited for improper use of physica
restraints has also decreased dightly in the period examined in this report. This decrease in the citation
rate may well be explained by the large, and continued, decrease in the reported rate of restraint use.
State leved datafor this measure are located in Table D-3 (see Appendix D).

Abuse

Prevention of abuse and neglect of nursng home residents is one of the Federd Government’s most
important roles. Investigation of systems to prevent resident abuse and neglect are an important part of
the Nursng Home Initiaive. In July 1999, HCFA issued changes to the nursing home survey process,
including a ggnificant increase in the use of survey resources to investigate each facility’ s sysem to
prevent abuse and neglect. A new survey task, a new regulatory tag, and interpretive guidelines, direct
surveyors to evaluate the following key components that are required by regulation to be part of the
sysem:

C Screening potential employees for ahistory of abuse;

C Training employees in handling catastrophic violent reactions of resdents and in handling their
own frustrations before they escalate into violence;

C Prevention efforts including care planning for residents who are aggressive, deploying enough

daff to prevent neglect of care, and controlling the environment to be more secure from outside

intruson (eg., locking doors at night, &tc.);

I dentification of suspicious occurrences or injuries to resdents;

Investigation of suspicious incidents and complaints from resdents,

Protection of residents from harm during investigetions; and,

Reporting aleged violations and substantiated incidents to State authorities.

OO O OO

As seenin Figure 3 and Table 4, there has been a notable increase in the percentage of nursang homes
cited for abuse. Thistrend predates the NHI, but the rate of citation for abuse increased markedly
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beginning in early 1999. Thistrend has occurred in most, but not al, States (see Table D-3in
Appendix D).

There are anumber of potentia explanations for thisincrease in citation of abusetags. One explanation
isthat nurang homes are actually committing more instances of abuse. Another explanation is thet
surveyors are smply scrutinizing nursing homes more closdly in an effort to detect abuse.

Ancther likely explanation is that, under these new protocols, the survey team is directed to cite a
deficiency if the facility has falled to satisfactorily implement one or more of these key components,
even in the absence of substantiated abuse. This represents an important change from previous policy,
under which surveyors preliminarily issued deficiency citations only when documented cases of abuse
were discovered. Itisquite likely that thisincreased survey atention to nursing home policies and
procedures for preventing and reporting abuse has resulted in an increase in deficiencies.

Discussion

Aswith variations in pressure sores, there is no definitive explanation as to whether low numbers of
deficiencies are attributable to exemplary care or less rigorous survey standards. We are currently
working on amulti-tiered plan to improve cons stency and accountability in the survey process. This
effort includes improvements in training, measurement tools, evaluation techniques, and data. Aswe
grive for more consstency and accountability in the process, there may be better information that could
explain these differentias.

Figurs 8. Paroantags ot U.E. Nursing Hom ac Citad tor Substandard Quality of Cara, Abucs,
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In addition, we annualy conduct aminimum of two comparative surveys in each State with the
remaining oversight surveys being observationd surveys. Comparative surveys are much more labor
intensive than the Federd Oversight of State Surveys (FOSS), but they are dso more reveaing and
could help usto gain a better understanding of why some States gppear to cite more deficiencies than
others. Dueto limited resources, the 5 percent Federal Monitoring Survey (FMS) god ismet by a
combination of both types of surveys. We are investigating various combinations of these two methods
of oversght to determine the ideal number and ratio of comparative surveysto observationd surveys.
Such anumber or ratio, once established and implemented, will diminate or standardize cross-Regiond
vaiation in the number of surveys performed.
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Chapter Three- Changesin Resident Characteristics

Severd resdent characterigtics that are most closdly related to the interventions of the Nursing Home
Initiative, and for which data are readily available, were selected for sudy to determineif there have
been changes over time. The five resdent characteristics are the prevalence of pressure sores, tube
feeding, physica restraint use, dehydration and weight loss. These resident characteridtics, in the
aggregate, provide some indication of the disease burden in nursng homes and may provide some
measure of how resident status has changed over time. Some of them--particularly the percentage of
residents with restraints and who are being tube fed-- are indirect measures of quality of care. These
characterigtics are affected for example, by the types of resdents a nursng home admits. They are dso
affected by a nursing home s willingness to hospitdize its resdents. Based on data through 1999, there
has been minima change in the prevalence of these characterigtics, except for physica restraint use.
There has been a sgnificant decline in restraint use since 1996.

We identified improper use of physica restraints and the prevalence of pressure sores because these
are three of the 24 quality indicators developed by the Center for Hedlth Systems Research and
Andysis (CHSRA), and incorporated by HCFA into the survey process. CHSRA developed these
quality indicators through a systematic process of interdisciplinary dinica input, and empirica and fied
testing. These three quadity indicators were selected because HCFA has provided extengve guidance
to providers about how to prevent improper use of restraints and tube feeding, and how to prevent bed
sores. HCFA has aso provided guidance to surveyors about how to detect problems in these aress.
The presence or absence of potential problems in these areas dlow providers to implement needed
quaity improvement programs and surveyors to direct their atention to examining the quality of carein
specific areas.

Methods

We used two sources of datafor thisanalyss. Thefirst source was the OSCAR database, whichis
HCFA’s survey and certification database. The resident data collected in OSCAR are reported by the
nursing home at the time of the recertification survey. The dataare collected in the aggregete. That is,
the nursing home reports the total number of residents with a certain characteristic who arein the facility
(or who are away from the facility for ashort time) a the time of the survey. For thisandyss, we
looked at three resident characteristics taken from OSCAR: the percent of resdentsin physica
restraints, the percent of residents who receive entera feedings (tube feedings), and the percent of
resdents with pressure ulcers. We looked at data from surveys conducted at severa pointsin time.
We compared only nursing homes that were not hospital-based and that had fewer than 25 percent of
their residents receiving Medicare SNF benefits at the time of the survey.

The other source of data was the MDS, which contains resident-specific data collected for residents of
nursing homes participating in Medicare and Medicad. 1t is collected regularly and alowsthe
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comparison of changesin resident characteristics over time. Like the datain OSCAR, the MDSis
reported by the facility. The MDS s aso used for caculation of Medicare SNF paymentsand, in a
number of States, for the calculation of Medicaid payments. MDS data are also used to generate
quality indicators, which are essentially measures of the number of resdents with certain characteristics
a various pointsin time,

We take very serioudy matters concerning the accuracy of MDS information, given its uses for the
development of care plans, for quality monitoring, payment, consumer and provider feedback, policy
development, and research. We have dedicated significant resources, and have sponsored a variety of
projects, amed at monitoring and ensuring the accuracy of MDS information. Evauations have been
conducted on the rdiability of the instrument (Morriset d., 1990, Hawes, et d., 1995, Morriset .,
1997). Upon implementation of the MDS, State surveyors' tasks were expanded to include the review
of asample of MDS assessments, to ensure that they adequately reflect the resident’ s condition.

In April 2000, we implemented enhancements to the standard MDS system, designed to improve
accuracy of MDS information. These include tightening of edits, causing regection (for correction and
retransmission) of MDS records submitted to the State that contain invalid deta, and a new mechanism
enabling facilities to make correctionsto MDS data that exigts in the State MDS databases. In
addition, MDS forms have been revised to include aformal statement attesting to the accuracy of the
information as completed by individua assessors. The revised forms were implemented September 1,
2000.

We aso have sponsored a project to develop on-site and off-site protocols that can be used for
auditing the accuracy of MDS information, to provide cost estimates of implementing each protocol,
and to offer guidance on who is best suited to implement the protocols. Such protocols should enhance
the time- and cogt-effectiveness of accuracy monitoring by enabling surveyors or other auditorsto
target facilities, particular assessments within facilities, or particular sections of assessments where
accuracy issuspect. Theresults of this study aso will provide information regarding MDS eements
that may be more prone to error, and enable us to focus our on-going efforts to improve accuracy, such
as publishing questions and answers and training materias, and clarifying MDS coding ingructions.

For thisanalys's, we used five MDS quality indicators: prevaence of pressure sores, weight |oss, tube
feeding, dehydration and restraint use in nursing. Because the MDS data are collected for each person,
they dlow more adjustment for individua risk. The prevaence of pressure soresis therefore cd culated
separately for resdents who are considered (because of the presence of other hedlth conditions) to be
at greatest risk of developing pressure sores, and for residents considered to be at comparatively lower
risk of developing pressure sores. We aso present an aggregate rate for dl resdents considered
together. Because of the of time available for the analysis, we did not exclude hospital-based facilities
or facilities with high numbers of Medicare residents from the MDS andys's. Because the calculation of
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the quality indicators includes only MDS assessments made a least 90 days after admission’, most
short-term residents are excluded from the MDS Quality Indicator caculations. By contrast,
prevaence numbers derived from OSCAR include dl persons who were resdentsin the facility at the
time of the survey. Short-term residents, many of whom have recently been admitted from the hospital
and who may be more clinicaly ungtable than longer-term resdents, may look clinically quite different
than longer-term residents. Therefore, dthough we diminated nursing homes with high percentages
(i.e.,, greater than 25 percent of the total resident population) of residents for whom Medicare was the
principa payor of the nursang home stay, measurements derived from OSCAR and from the MDS
Quadlity Indicators may not be strictly comparable for many types of measurements.

Tableb5. Prevalence of Pressure Sores, Weight L oss, Tube Feeding, Dehydration and Restraint Use Among
Nursing Home Residents, by Calendar Year*
Dateof | Number [Prevalence of Pressure Sores (%) | Prevalence| Prevalence | Prevalence | Prevalence
M ost of of Weight | of Tube of of Restraint
Recent |Facilities - - - Loss (%) |Feeding (%) Dehydratio | Use (%)
Assessmen Low Risk H!gh All Risk n (%)
t Risk Groups
12/01/1998| 1 37 16.7 110 123 81 17 109
06/01/1999 17409 39 16.8 111 130 81 18 105
12/01/1999| 17280 35 16.0 105 119 81 13 10.3
'Analysisof MDS Quality Indicators by |owa Foundation for Medical Care

Table6. Prevalence of Restraint Use, Tube Feeding and Pressure Soresin Nursing Homes, by Calendar Y ear |

Prevalence % 1996 1997 1998 1999
Q1-Q2 | Q34 | Q1-Q2 | Q3-Q4 | Q1-Q2 | Q3-Q4 | Q1-Q2 | Q3-04
Restraint use 18.7 17.3 16.3 14.7 13.6 12.9 12.3 111
Tube feeding 6.0 6.1 6.2 6.3 6.5 6.6 6.8 6.6
Pressure sores 6.2 6.2 6.4 6.1 6.4 6.3 6.4 6.3
Number of facilities 7988 7276 7695 7217 7179 7004 7257 6327

'Source: OSCAR excludes hospital-based nursing homes and any nursing home with greater than 25% of its
residents receiving Medicare, but not Medicaid, SNF benefits at the time of the survey.

Results

 Admission assessments are not considered in the cal culation of the quality indicators. Residentswho are

discharged before two follow-up assessments are completed will not be included in the calculation of the quality
indicators.
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This section presents the results for the five other characteristics examined.
3.1 Pressure Sores:

Rates of pressure sore development are awiddy-cited measure of the qudity of hedlth care (Rudman,
Mattson et d. 1993; Berlowitz, Ash et d. 1996; Mukamel 1997; Ooi, Morris et a. 1999; Berlowitz,
Bezerraet a. 2000). Comparison of the frequency of existing pressure sores is a more problematic
measure of quality of care, because hedth care facilitiesnurang homes in particular—differ widdy in the
characteristics of the patients they admit. Some nuraing homes, for example, admit many patients with
exiging pressure sores. It is aso more difficult to associate the prevalence of pressure sores with
process measures of quaity. However, the prevaence of pressure sores in the aggregate does give an
indication of the overal status of nursang home residents and provides a ussful comparison over time,
For this report, we are presenting data on the prevalence of pressure sores for al States.

Prevalence data come from OSCAR and from the MDS. Data collected by OSCAR are reported by
the nurang home at the time of the survey and represent a snapshot of the facility at the time of the
survey. OSCAR data are collected in the aggregate. 1t is thus not possible to know how many
residents have multiple medica conditions. In order to make the data more comparable from one State
to another, OSCAR comparisons were made only for nursang homes that were not hospita- based and
that reported that fewer than 25 percent of its residents were on a Medicare stay. Data suggest that
resdents in nursang homes that are hospital-based or that have large volumes of Medicare patients, have
amuch higher rate of pressures sores on admission than do residents of other nursing homes (Mor,
2000).

Prevalence, as usad in this context, indicates the percentage of nursng home residents with a particular
condition. Table 5 (see also Table D-9) presents data from the MDS on the prevaence of pressures
sores during three 6-month time periods, beginning with the earliest period for which data are available.
Because MDS data are collected at the individua resident leve, it is possible to group the data so that
resdents who are at approximately comparable risk of developing pressures sores are grouped together.
Thus, the table presents data on the prevaence of pressure sores among nursing home residents who are
considered to be at low risk, at high risk, and for both sets of residents considered together. The
prevaence of pressure sores, as reported by nursing homes on the MDS, and as ca culated by the
qudity indicators, is quite a bit higher than in OSCAR. For dl risk groups taken together, the
prevalence of pressure sores from the MDS qudity indicatorsis about 11.0 percent for the three time
periods consdered. In OSCAR, the prevalence of pressure sores ranges from 6.0 to 6.8 percent during
that period.

Table 6 (see dso Tables D-4 and D-6 in Appendix D), which presents data from OSCAR, shows that

the prevalence of pressures sores has changed little from 1996 to 1999, varying from 6.1 to 6.4 percent
during this period. Table 6 shows that considerable State-to-State variation perdsts. State averages
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range from dightly above 3 percent for saverd States in the Midwest, to above 10 percent. Therates
vary somewhat from period to period, but, at this point, thereis no strong evidence of atrend over time.

Table D-6 presents data from OSCAR grouped to show the percentage of facilitiesin each State that
fdl into prevaence categories. In other words, this table shows the percentage of facilitiesin each State
that have zero residents with pressure sores, that have 1-10 percent of residents with pressure sores,
etc. Asinthe previoustable, no trend over timeis evident. However, thistable suggeststhat thereis
aso congderable variation from one State to another in the percentage of facilities whose residents have
no pressure sores. Even among States with more than 200 nursing homes, the percentage of nursing
homes with no residents with pressure ulcers ranged, in the latter haf of 1999, from 2 to 23 percent.

A map of the prevalence of pressure sores by State, (on page E-1 in Appendix E), underscores the
apparent variation that exists across States. This map aso shows that the reported rates vary by
Region. New England and the North Centra States report much lower rates of pressure sores than do
nursing homesin other parts of the country. We cannot reach any definitive conclusions from these data
about the cause of these variations. However, possible explanations include different reporting

practices, differences in case-mix, differencesin rates of transfer of resdents from nursing homes to
hospitals, differences in surveyor documentation, or true differences in qudity of care.

3.2 Tube Feeding

Edtimates suggest that, across the nation as awhole, an increasing number of elderly persons are
receiving gastrostomy tubes (Grant, Rudberg et d. 1998). Thisisa practice for which the clinical vaue
is controversid (Grant, Rudberg et a. 1998; Gillick 2000 ). It is often used in residents with advanced
dementiawho suffer from gphagia. For this andysis we used data from OSCAR and MDS about the
presence of tubes used for feeding. Theseinclude, among others, naso-gastric tubes, gastrostomy tubes,
jgunostomy, and percutaneous endoscopic gastrostomy (PEG) tubes.

Both data from OSCAR (presented in tables 6, D-4, D-7) and from the MDS (Tables 5 and D-8)
suggest that in some States, though not in dl, there is evidence of an upward trend in the prevaence of
tube feeding. In thefirst half of 1996, facilitiesin OSCAR reported that, on average 6.0 percent of
residents were being tube fed. By thefirgt half of 1998, that number had climbed to 6.5 percent, where
it has remained.

In addition, both OSCAR and the MDS suggest enormous variation from State-to-State in the use of
feeding tubes, with rates ranging from about 2 percent to over 15 percent in 1999. This variation might
reflect differencesin practice patterns, but may also reflect some differencesin case-mix. Itisaso
possible that some or dl of this variation may be due to differencesin reporting.
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State-to-Sate differences are highlighted on the map on page E-2 (Appendix E). Aswith the
prevalence of pressure ulcers, there aso gppears to be Regiona clustering, with States in the North
Centrd portion of the U.S. reporting the lowest rates of tube feeding.

3.3 Physical Restraint Use

Data from both OSCAR (Figure 4 and Tables 6, D-4, D-5) and from the MDS (Tables 5 and D-8)
show that the use of physical restraints has declined markedly over timein dmost every Statein the
country. Itisclear that the decrease in the use of physicd restraints preceded the Nursing Home
Initiative. Indeed, anumber of regulatory and nursing home indugtry initiatives over the last few years
have been aimed at reducing the use of physical restraints. However, the good news appears to be that
the use of regtraints continues to decline. In fact, States such as California, Massachusetts, and Indiana,
with gpparently high proportions of nursing homes that relied heavily on the use of physical resraintsin
1996, have shown marked decreases in the last 2 yearsin the proportion of high-restraint-use facilities.
For example, in thefirgt half of 1996, dmaost 49 percent of nursng homesin Californiareported that
more than one-quarter of their resdents were physicaly restrained. By the second hdf of 1999, the
proportion reporting that more than one-quarter of their residents were physicaly restrained had
dropped to 26 percent. At the same time, the proportion of restraint-free facilities in these States has
asoincreased. Inthefirg haf of 1996 5.7 percent of facilities in Cdifornia reported that they were
redraint free. By the second haf of 1999, however, 10 percent of facilitiesin Californiawere reporting
that they were restraint free.

Map E-3, in Appendix E, shows the prevalence of physical restraintsin 1999, by State. Aswith

pressures sores and tube feeding, it is gpparent that large inter-State variations exist. Again, North
Central States report the lowest average rates of physical restraint use.
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3.4 Dehydration

Dehydration is an often-cited qudity of care problem in nursing homes (Fries, Hawes et d. 1997). In
addition, dehydration is an important risk factor for anumber of other serious hedth conditions.
Dehydration is, however, aresdent condition that may be difficult to ascertain without careful monitoring
of anindividud’s fluid consumption and output. Dehydration is aso a condition that may be confounded
by a person’s nearness to desth, because the process of dehydration may occur during the process of
dying. Thereisaso evidence to suggest that an increasing proportion of persons are leaving hospitals to
diein nursng homes, so that an increase in gpparent rates of dehydration in nursing homes may not
necessarily reflect poor care (Teno2000). It istherefore reasonable to be particularly cautiousin
interpreting the facility salf-reported datain the MDS. Neverthdess, overdl prevaence of dehydration
reported in the MDS (Tables 5 and D-8) islow, averaging just under 2 percent. Thereisno evidencein
these data of a change in prevalence of dehydration over time,

3.5Weight Loss

Unexplained weight lossis arisk factor for disability and deeth and may be an indicator of undernutrition
(Cumming and Klineberg 1994; Ryan, Bryant et d. 1995; Spector and Fortinsky 1998; Y aari and
Goldbourt 1998; Reynolds, Fredman et a. 1999). Weight loss may, however, aso occur in terminal
stages of disease. Tables 5 and D-8 suggest that there has been no observable change in weight loss
prevalence during the period of this report.

Figure4. Restraint Useln Nursing Homes, 1996 - 2000
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Tables 5 and D-8 shows the average number of residents per State reported by the nursing homes as
experiencing weight loss.® The overdl prevaence of weight lossin nursing home residents declined
dightly, from 12.9 to 11.9 percent, for the 6-month period ending December 1999, compared with the
6-month period ending June 1999. Facilitiesin 80 percent (40) of the States reported a declinein the
prevalence of weight loss.

Efforts to improve Management Information Systems (MDS, OASIS, and OSCAR) will help improve
our ability to target potentia quality problems based on outcomes and quality measures. For example,
MDS Quadlity Indicator reports are operationd and being used by HCFA and survey agenciesin the
survey process. These reports are available to State and Regional Office surveyors and help guide the
surveyors toward potential quality of care problemsin nursing homes. Smilarly, OASIS Qudlity
Indicators are currently being programmed into the computer systems and will be available to survey
agencies by late Fall. These reportswill be used to guide surveyors towards potentia problemsin care
provided by the home hedlth agencies. Development of modules for other provider types or subsystems

will begin in September.

8 Weight loss, as defined by the MDS, refersto aloss of body weight greater than 5 percent in the 30 days,
or more than 10 percent in the 180 days, prior to the completion of the resident’s MDS assessment.
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Chapter 4 -- Consumer Information

HCFA haslaunched severd efforts to help educate consumers about choosing anursing home. These
efforts include the Nursing Home Compare website, and a guide and video on choosing a nursing home.
We ds0 have begun educationa campaigns about specific problems some nursing home residents
encounter-- manutrition and dehydration, and abuse and neglect. Findly, though not a part of the
President’s Nursing Home Initiative, HCFA a0 tested the use of postcards intended to give nursing
home residents, their families, and nurang home gtaff, the opportunity to send in anonymous comments
to HCFA.

Nursing Home Compare Website

In 1998, HCFA introduced the Nursing Home Compare website. This award-winning website, at
www.medicare.gov, alows consumers to search by zip code or by facility name for information on each
of the 17,000 nursing homes participating in Medicare and Medicaid. The website aso includes dataon
eaech facility’s care and safety record, staffing levels, number and types of residents, facility ownership,
and ratings in comparison to State and nationd averages. The site is recording 500,000 page views
each month and is by far the most popular section of our website.

Once surveys are completed and posted in the Online Survey, Certification and Reporting system
(OSCAR), they are loaded onto the Nursing Home Compare website within 1 month (the website is
updated at the beginning of each month). We understand that failure to enter datainto OSCAR quickly
enough could have a negative impact on the usefulness of the website. We reviewed additiona OSCAR
data and determined that the problem of old surveys on the website may be two-fold: States may not be
completing surveysin atimely fashion, and/or may not be entering the data from completed surveysinto
OSCAR promptly. Weidentified 15 Statesin which HCFA has records for fewer than 90 percent of its
fecilitiesin fiscd year 1999. We have sent |etters to the State Agency Directors of these States asking
them to explain the reason for the missing surveys and/or data. We hope that the responses will enable
us to isolate the sources of the problem so we can effectively assst States in meeting the new standards.

We will, however, continue to work closdy with States to improve the speed with which data are
posted in OSCAR. In fact, new State performance standards require that States enter survey data into
OSCAR within 20 days of findization of survey findings.

“ A Guideto Choosing a Nursing Home”

In an effort to provide the genera public with information about choosing a nursng home, we revised
our publication entitled “ A Guide to Choosing aNursing Home.” Research was conducted to evauate
the effectiveness of this guide, based upon feedback from family caregiversinvolved in the decision-
making process of placing afamily member in anursing home. The Seniors Research Group, a
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contractor to HCFA, conducted four focus groups to help improve the guidebook. The focus groups
conssted of individuas who had recently placed a family member in a nursing home or who were
congdering doing o.

Specifically, the objectives of the research were to:

. Assess whether family members who care for beneficiaries consider the “ Guide to Choosing a
Nursing Home’ to be organized and presented in away that is easy to understand;

. Determine the hel pfulness of the guide in choosing a nursng home; and,

. Obtain suggested enhancements or improvements.

The focus groups provided responses useful to the design of the guidebook. Among the important
findings was that most caregivers did not know where to begin in their search for anurang home and
were unaware of the resources available to help them. For example, most participants were unaware of
the availability of the guidebook. All inexperienced caregivers who participated in this focus group had
never heard the word “ombudsman” until they read it in this guide. Even participants who had aready
hed experience in placing afamily member in anurang home were not aware of the ombudsman
program until after they had placed afamily member in anursing home. Additionaly, many of the
participants in this study were unaware of the existence of discharge plannersin hospitals.

Participants reported that they liked the guide overal. Both experienced and inexperienced participants
fdt the guide would be very helpful for choosing anurang home. They fdt that it would help them
organize their thoughts and raise issues that had not been previoudy consdered. Participants liked the
layout of the guide. They fdt it was very easy to understand and was user-friendly. They noted that the
order was very logica and sequentid.

However, participants aso reported that they fdt overwhemed by the wedth of information in the guide
and fdlt that the target audience of the guide was unclear at times. Some participants noticed thet this
guide was written to multiple audiences (both caregivers and potential resdents) and felt that at timesthis
made the document confusing. All participants agreed thet if this guide was to be written to one
audience, it should be targeted toward the caregivers, asthey are most often the people making the
decison. They dso noted that potentid residents are often incgpable of reading this information on their
own. They described the most likely scenario for beneficiary involvement is the caregiver reading
through the guide with the future resident. Participants mentioned thet certain sectionsin the text,
especidly crucid steps, were not emphasized and could get logt inthe text. Thisis particularly true for
caregivers needing to search quickly for a nursang home, who were mogt likely to skim through the guide,

This evauation provided evidence that caregivers, in the process of searching for anursng home
placement, may lack critical information--such as how to evauate a nursng home and how to use the
ombudsman program to help them make adecison. Though flaws exist in the guide, participantsin the
focus group provided evidence that the guide can be very hepful in the search for anursang home. We
will use the specific comments from the focus groups to revise the guidebook in order to make it even
more usable to caregivers.
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In addition, we have greetly expanded the distribution of the Guide to Choosing aNursng Home. This
guide is now available through the 1-800-MEDICARE cal center, both on an automated ordering line
and through the customer service representatives. 1t has been revised this year and added to alist of
available Medicare publicationsin the Medicare & Y ou 2001 handbook; mailed directly to industry
groups and advocates including the Nationd Citizens Codlition on Nurang Home Reform, American
Hedth Care Association, American Association of Retired Persons, the State Hedlth Insurance
Assstance Programs, nursing home ombudsmen; and included in atargeted group of publicationsto be
marketed by the Consumer Information Center in Pueblo, Colorado. We are planning another revision
in 2001, and will investigate additional distribution channds.

“What to Look for in a Nursing Home - Update 1999.” (Video guide)

In an effort to provide the generd public with information about choosing a nursing home, HCFA
updated an informationa video entitled “Whet to Look for in a Nursing Home - Update 1999.”
Research was conducted to gather feedback on the qudlity, content, and use of this video. Hospita-
based socid workersinvolved in discharge planning for the elderly, and nursang home professionas such
as Regiond and long term care ombudsmen, and citizen advocacy groups, were interviewed during the
summer of 1999. Assessments were conducted among focus groups of socia workers working in two
different areas: 1) an areawith alimited supply of nursing home beds, and 2) an areawith an abundant
supply of nursing home beds. Seven hundred advocates and ombudsmen were mailed the videotape.
Phone interviews were conducted with 268 (38 percent) of them. Of this group, 152 had both received
and viewed the video. In addition, three focus groups were conducted with a subset of the participants
in the phone survey.

Professional socia workers and discharge plannerstypicaly felt that the video was less useful to them
than did nursing home consumer advocates and ombudsmen. In genera, hospital-based social workers
who participated in this study fdt thet, if the video was revised, it would be helpful asatool to
supplement the social workers' usua one-on-one sessions with clients, but many of the socid worker
participants fdt that this video only skimmed the topic of choosing anursing home. While the discharge
planners who participated in the sudy saw the video being targeted towards consumers, few thought it
had hit the intended audience. Many of the discharge planners reported that the language was geared
more toward professionds than families, but that the materia in the video was not specific enough to use
for training professionas. Both discharge planner and socia worker participants liked the last part of the
video, which featured Hugh Downs discussing the checklist and mentioning resources such as
ombudsmen, the website, and the 1-800 number. They also liked the description of Medicare coverage
in this section, dthough they thought it was too brief.

In generd, the response of nursing home advocates and ombudsmen to the video was more positive.

Participants thought that the video was of high production quality and well executed. Half felt the video
was extremely, or very useful, and haf are currently using it. However, like the socia workers and
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discharge planners, most thought that HCFA was attempting to target consumers with the video, but that
the video missed the target audience. This group of professonds, like the socia workers, identified the
nursing home checklist as the most helpful part of the video.

In summary, both sets of participants, hospital-based professionals who assist in the nursing home search
process, and consumer advocates and ombudsmen, felt that the video had strengths. Both fdlt that the
specific information provided in the nursaing home checklist was helpful. 1t gppears that both groups felt
that the intended audience of the video was undlear, which might muddle its message dightly. HCFA will
use the results of these studies to improve future versions of the video.

Nutrition and Hydration Campaign

The prevadence of manutrition and dehydration in nursing homesis used by many as an indirect measure
of qudity in nursng homes. The July 1998 HCFA report and GAO reports suggest the prevaence of
ma nutrition and dehydration is unacceptably high and that abuse of resdents continues a aarmingly high
levels. Under the Nurang Home Initiative, HCFA has launched the Nutrition and Hydration Campaign,
anationd program to educate resdents, families, consumers, nursing home staff, and the public, about
the risks of manutrition and dehydration.

Under the Nutrition and Hydration Campaign, HCFA helped the Nutrition Screening Initiative (NSI) by
focus testing the Nutrition Care Alerts among targeted caregivers.  The Nutrition Care Alerts,
developed by NS, are educationd tools for caregivers and contain information about warning signs and
action steps to prevent unintended weight loss and dehydration among nursang home resdents. Testing
was done in 20 nursang homes across the country, using one-on-one interviews with Certified Nurse
Assgants (CNAS) and other staff.

Respondents reported that the information contained in the Nutrition Care derts was important, helpful,
and interesting. They aso reported that they had strong intentions to save the pamphlet and refer back
to it. Recommendeations by the target audience have been used to create the most user-friendly versons
of the educationa tool (pocket guides, bookmarks, and one-page flyers) in order to maximize their use.

The testing was not intended to eva uate the effectiveness of the tool on qudity of care, but to determine
its usefulness to nursing home caregivers. However, a study concept paper has been received from the
American Medica Directors Association (AMDA) which proposes a more precise evauation of the
behaviord and clinical impact of such tools when used in a nursng home setting.

Nursing Home Comment Cards
At the suggestion of a consumer representative, we developed a comment card to collect information

about the overdl satisfaction of beneficiaries and their families with the care and services they are
receiving and to inform nursing home resdents and family members of aloca toll-free telephone number
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available to help with specific instances of concern. Two States, Connecticut and Texas, volunteered to
participate in a pilot test of the comment cards. Ombudsmen in Connecticut, in the course of their
normal rounds, distributed the countertop displays, and distributed the comment cards to residents.
Texas nursing home adminigtrators received the countertop displays and comment cards by mail, dong
with aletter from the Ddlas Regiond Office, requesting their participation and asking them to place the
countertop display in avisble area. The comment cards were color coded: yellow for countertop
displays (to be completed by family members, visitors, volunteers, staff members, clergy, etc); white for
residents who could complete them on their own; and green for residents who needed assistance
completing the cards. All participation was voluntary. Residents with pervasive confusion did not

participate.

The pilot was conducted from December 1999 through March 2000. Respondents returned atotal of
2,182 comment cards to us. We reviewed the cards and identified 42 (1.9 percent) which appeared to
represent an emergent Situation and were immediately referred to the gppropriate Regiona Office for the
Stateto follow up. Cards from respondents identifying themsalves as residents were received from 110
(43 percent) nursing homes in Connecticut and from 20 (2 percent) nuraing homesin Texas. In addition,
we received a number of comment cards from persons identifying themsalves as family members or staff
from 120 (47 percent) nursing homesin Connecticut and 256 (20 percent) nursing homesin Texas.

The pilot project suggests that comment cards may provide an dternative way for resdents or other
persons to notify HCFA of emergent Situations. We will continue to work with consumer and industry
representatives on this and other innovative ways to help beneficiaries and their families communicate
with us and State agencies about their satisfaction with the qudity of care they are recelving.
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CONCLUSION

Thisreport has looked at the implementation of the Nursing Home Initiative, at messures of problem
identification in the survey process, and at resident characterigtics.

The report found that many of the policies contained in the NHI have been implemented in most States,
though the initiatives that gppear to require more complex policy guidance (e.g. changes to the complaint
investigation process) appear to be more problematic. Asan example, most States are reporting that
they have dramatically increased the proportion of surveys they conduct on weekends and evenings.
However, many States are reporting that they are having difficulty meeting the shorter timeframes now
required for investigating alegations of immediate jeopardy and actual harm. A number of States report
that they have received little guidance from usin defining instances of actud harm or in setting up a
reporting system. Our Regiona Officesfdt that they had given adequate guidance. The data do
suggest, however, that many States have not yet established complaint investigation protocols suitable to
mest the timeframes that we have .

Compared with findings published in the 1998 Report to Congress on the survey and certification
process, States now gppear to be finding more deficiencies on average and finding fewer facilities to be
deficiency free. However, consderable variation across States in the number and type of deficiencies
cited remains. Theincreasein citations for resdent abuse is perhaps the mogt sriking finding. Theraw
data do not indicate whether this represents a change in State survey agency practice or achangein
facility quality. However, reports of an increase in the number of complaints suggest a possible change
in nursing home qudlity, though they adso may represent an increased public awareness of nurang home
problems.

Finally, data on resdent characterigtics, while a rough measure, show little change over time, with the
exception of anotable downward trend in the use of physical restraints. Thisis atrue success story, but
probably reflects ongoing efforts on the part of providers, consumers, and the government, rather than
any intervention specific to the Nursing Home Initiative. Notable geographic variation in the rates of
many of these characteristics persst. Variations may reflect practice differences, reporting differences,
or some combination of thetwo. Nevertheless, they suggest that influencing these rates will probably
require dramatic changesin public and provider acceptance of practice patterns.

Although this report provides alimited assessment of only part of the NHI, we think future assessments
can be more comprehensive. Firg, it may be possible to develop measures of the degree of
implementation of the various parts of the NHI and compare outcome measures for States that are
relatively high implementors of the NHI to those for low-implementation States. Second, we may be
able to take advantage of the varied time of implementation of the PPS and develop a quasi-
experimental design for assessng the impact of the PPS and the NHI.
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Third, in future reports we may be able to contrast changes in resident characteristics that were targeted
by the NHI with other problem areas not targeted. Fourth, conclusions about the effectiveness of the
NHI might be arrived at indirectly by eiminating other explanations for changes in gpparent qudity, such
as changesin case-mix. Findly, we may conduct some quditative case studies on the processes
implemented by States that gppear to have achieved very good outcomes.

Ovedl, we are pleased with the improvements and are committed to ensuring that the NHI isfully and
effectively implemented. We will continue to analyze actions begun under the NHI, and implement
changes as necessary. For example, further examination and analysis are needed on a number of
different issues, including the frequency and feasibility of Federd Comparative Surveys and the
adequacy of the current range of available sanctions. In addition, we are exploring ways to disseminate
more extengve information so that beneficiaries may better understand their long term care optionsin
order to obtain services.
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Appendix A - Survey and Certification Budget Table



Table A. Sources of Nursing Home I nitiative funding within HCFA and the

Department for the FY 1999 to FY 2001 Period in Millions of Dollars

Funding Sour ces FY 1999 FY 2000 FY 2001
Actual Approved Request
HCFA Discretionary
Survey & Cetification $8.0 $23.4 $29.7
Federa Administration $0.0 $16.9 $6.1
Research $0.0 $0.0 $2.0
HCFA Mandatory
Medicaid Survey & Cetification $0.0 $25.1 $25.7
PRO contracts $6.2 $4.8 $3.6
Patient Abuse Registry User Fee $0.0 $0.0 $4.3
General Departmental M anagement
Departmenta Appeds Board $1.0 $2.8 $4.5
Office of Generad Counsel $0.0 $6.7 $9.0
Total HHS NHI Funding $15.2 $79.7 $84.9
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State Survey Agency | mplementation of the HCFA Complaint PoliciessSummary Report of E-
mail Questionnaire Discussion of Results

Thisdiscusson is organized in the order of the questions on the e-mail survey. At the end of some
sections, “bulleted” questions/issues/concerns gppear; HCFA should consider these based on the
responses provided by the State survey agencies.  Likewise, CHSRA intends to consider these issues
asit completes find congruction of the upcoming in-depth telephone survey of al State survey agencies
about their complaint processes.

States have been given 1D numbers to provide confidentidity of their responses.

Inavery few cases (7) a State' s answer to a specific question was changed from “Yes’ to “No” or vice
versa based on narrative comments they provided that clearly contradicted the “Yesor “No” answer
checked. Also note that in some cases State survey agencies did not respond to every question and
therefore the total number of responses does not add to 48 for dl questions.

la. Did HCFA Regional Office (RO) staff meet with you (in person or by
teleconference) regarding the clarification and guiding principles HCFA
communicated to you in the October 13, 1999 letter from Rachel Block?

1b. Did the discussion include the manner in which the RO proposed to evaluate the
State's implementation of the new complaint investigation guidelines?

Quedtions 1a. and 1b. asked about HCFA Regiond Office involvement in clarifying the complaint
investigation guidelines issued in the 10/13/99 letter. Forty-two percent (20) of the State agencies
responding indicated that the HCFA Regiond saff clarified the guidance ether in person or by phone.
Twenty-six States indicated HCFA Regiond Office staff had not contacted them and two States were
unsure.

HCFA Regiond Office contacts regarding this complaint guidance varied condderably. Only Region
VIl —Kansas City had direct contact with al States in the Region regarding the complaint guidance
letters. Regions |l — New York and IX — San Francisco gppear to have had no contact with their
Stateswhile dl other Regions had contact with only some States.

For the States for which there was direct contact, fewer than haf (8 States or 40 percent) indicated that
they were provided a description of how the Regiond Office would evduate the Stat€' s implementation
of the complaint investigation guidance provided in the HCFA Centra Office letters. This means that
only 8 of the 48 States responding to the survey or dightly lessthan 17 percent of the States reported
recaiving information on how the HCFA RO would monitor and evauate their implementation of the
new guiddines.
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2. What are the minimum qualifications (education and work experience) for SA
staff responsible for assessment and triage of complaints? Respond to each question
(#2a - #2d) and type in any additional comments you wish to make at the end of this
guestion.

(i) College degree

(if) Diploma in health-related profession

(iii) Work experiencein a health care setting

(iv) Qualified surveyor with one year of experience
Please specify any other qualifications required:

The October 13, 1999 guidance letter addresses the need for determining the priority assgnment of
complaint alegations for investigation.  In order to make priority assgnments, HCFA datesthat “an
as=ssment of each complaint must be made by an individud who is professondly qudified to evduate
the nature of the problem based upon their knowledge of current standards of practice and Federa
requirements.” In effect, the person who makes these assessments of the nature and severity of the
problem reported by the complainant determines how quickly the complaint must be investigaied. Since
the resdent may be in immediate jeopardy, thisisa serious task. Question 2 looks & the qualifications
States st for the individuas making priority assgnments (or “triage’) for complaint investigations.

Although the qudifications for individuas conducting assessment and triage varied from State to State, it
appearsthat dl States that responded to question 2 have some standard that defines the qudifications.
Only one State indicated that it had no formad requirements but that most individuds doing the
assessment and triage function had a college degree and some hedth care experience. Twenty-seven
States (64 percent of those responding) indicated that they required a college degree, and 32 States
required adiplomain a hedth-reated fied (73 percent of those responding). Thirty-two States (78
percent of those responding) require work experiencein a hedlth care setting, and 34 States (77 percent
of those responding) required that the person doing “triage’ be a quaified surveyor with at least 1 year
of experience.

At the same time, there was limited overlgp in educationa and experience requirements. For example,
only 13 out of 48 States (or 27 percent) indicated that they required a college degree, adiploma, work
experiencein a hedlth care setting and qudification as a surveyor with 1 year of experience. An
additiona sx States required a diploma, work experience and quaified surveyor status, but no college
degree. Perhgps amore interesting finding is that 10 States specificdly indicated that only supervisory
staff completed assessment and triage. Table 1 (attached) contains a summary of requirements by State.
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3a. I sthe staff responsible for the intake of complaints the same staff as those that
areresponsiblefor triage?

Seventeen States out of 48 responding (35 percent) indicated that the same staff responsible for
assessment and triage was dso responsble for intake of complaints. Generd reasons for this
arrangement included small State agency Sze or rurd offices where gaff had multiple roles or that the
intake gtaff (usually nurses) were regponsible adso for the assessment and triage.

State agencies that responded “Yes’ to question 3a. were directed to “skip” question 3b. However,
some State agencies that responded “Yes’ to 3a, till answered question 3b.; their responses were
excluded from the taly of responses to question 3b.

3b. What arethe basic qualifications for intake staff?

(i) College degree

(ii) Diplomain health-related profession

(iii) Work experiencein a health care setting

(iv) Qualified surveyor with one year of experience
(v) Please specify any other qualifications required:

Inteke isacritica function, Snce it isthe complainant’ s first contact with the State survey agency about a
particular problem or danger. Moreover, if the person doing complaint intake does not secure accurate
and comprehensive information, or does not report it accurately, the person doing triage and assigning
complaints for investigation may make a serious error in ng the seriousness of the complaint.
Despite this, States tended to have fewer well-specified criteria or qualifications for intake steff.

Unlike the staff who do the assessment and triage function discussed in question 2 above, fewer States
have qudlifications for their personnd conducting the complaint intake function. Thirteen of the 34 States
(38 percent) that responded to this question indicated that they had no specific quadifications for staff
responsible for complaint intake. Some States indicated that, although they have no specific
requirements, they prefer saff to have a college degree or a background in hedlth care. One State
provides “onthejob training,” two Statesindicated that they use support staff, and severa others
indicated that the background of their intake staff “varies.”

Eight States responded that they required a college degree, 16 required a diplomain a hedth care

related field, 13 required work experience in hedlth care and 11 required the use of qudified surveyors
with at least 1 year of work experience. Fifteen of the States responding required two or more of the
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four possible qualifications options presented in the questionnaire. Table 1 (attached) summarizes the
responses to this question.

4. Will you accept verbal (telephone or face to face) complaints?

All 48 States responded that they accept verba complaints elther by telephone or face-to-face.
Additiond information is needed, however, to eva uate the accessibility of the complaint process, such
as.

Is there atoll-free number?

Mugt facilities post this number in a prominent place?

Does the State monitor thisintake line to determine whether the cdl-load is so high that many people get
acontinuous “busy” sgnd?

Arefadilities available for intake from persons who are not fluent in English?

Is there a mechanism in place for receipt of complaints at night and on weekends and holidays?

Will the agency accept anonymous complaints?

5. The current guidelines require that allegations that involve " immediate jeopardy”
(1) beinvestigated within " 2 working days of receipt of the complaint.”
5a. Areyou having any difficulty meeting this time frame?

Fifteen States reported that they were having trouble meeting the two working days time frame for
investigation of complaints involving alegations of immediate jeopardy. Four States indicated thet
insufficient saffing or funding crested timing difficulties for them. Two States commented that it was
difficult to determine immediate jeopardy from the intake process. One State mentioned high surveyor
saff vacancies as a problem, while two States stated that immediate jeopardy complaints caused
reassgnment or delay of current open cases and deferral of annud surveys.

For States that answered they were not having a problem (31 States) there were some interesting
comments. Two States indicated that they investigate immediate jeopardy complaints within 24 hours
and one indicated that their State statute mandates an investigation within two hours for immediate
jeopardy Stuations. Two States indicated that they have not received immediate jeopardy complaints.



5b. Approximately what percentage of the complaints the agency receives fallsinto
this1J category?

Table 2 beow summarizes the State agency responses by categories of percentages reported.

Table2
Immediate Jeopardy - Percentage of All Number of States
Complaints
<1% 10
1-2% 11
>2% and < 5% 13
>5% and < 10% 6
>10% 4

5c. Hasthe agency promulgated any materials that clarify the definition of
I mmediate Jeopardy or specify how such complaints should be handled?

Forty-eight States responded to this question. Twenty-three States indicated they have promulgated
their own materids to darify the definition and handling of immediate

jeopardy complaints. Of the 25 States that answered negatively to this question, five States indicated
they used only the HCFA guidelines while one State uses a draft of Appendix Q of the State Operations
Manud.

5d. Does" 2 working days" include weekends and holidays?

Twenty-nine (62 percent) of the 47 States reponding to this question confirmed that “two working
days’ for immediate jeopardy investigations does not include weekends and holidays. Eighteen
respondents did include weekends and holidays in their two working days time frame.

6. The second category of complaints are those that allege " actual harm™ (AH).
6a. Hasyour agency adopted criteria for distinguishing higher or more serious
levels of actual harm from lower levels of actual harm?
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Twenty (42 percent) of the 47 State agencies that responded to this question indicated they had adopted
some criteriafor distinguishing more serious levels of actud harm. Some examples of the criteria
mentioned by these State agenciesincluded the HCFA complaint guidance letters, our guidelines for
severity and scope of deficiencies, the “age’ of the complaint (one does't know whether thisis how
long ago the alleged incident happened or how long the complaint has been in the State' s process
waiting for investigation), or “other activities known to have occurred in the facility” that may reduce the
“saverity of concern.” (No examples were provided).

The State agencies that indicated they did not devel op specific criteriafor distinguishing more serious
levels of actua harm indicated that they use “common sense, knowledge and experience’, HCFA
complaint guidance letters that do not distinguish levels of harm, and the HCFA severity and scope
definitions,

These responses suggest that there may be significant variability in how States address complaints that
involve dlegations of actud harm to resdents. Firs, there may be variability in the priority that would be
given in the triage process and the assgnment of the complaint for an investigation. Second, even the
nature of the investigation could be affected by differentia standards on the meaning and significance of
actud harm.

6b. Do you have a system for prioritizing investigating complaints alleging actual
harm?

Again, 47 States replied to this question.  Thirty-seven States (79 percent) indicating that they had a
system for prioritizing actud harm complaints. Eight of these respondents mentioned the 10-day
requirement for investigation of actua harm complaints given in the HCFA guidance letters. Other
States commented that they prioritized based on their triage process or based on criteria such asthe
ggnificance of injury or risk to residents, facility compliance history, or investigetor assgnments.
Although “ggnificance of injury or risk” and “facility compliance history” do seem to reae directly to a
complaint, it is uncertain whether using “investigator assgnment” as a prioritizing factor may be relaed to
adminidirative convenience or resource congtraints.
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6C. Areyou ableto investigate all complaintsinvolving allegations of actual harm
within 10 working days?

Only 13 (28 percent) of the 47 States responding to this question indicated that they were meeting the
10-day time line for completing investigations involving alegations of actua harm. Common reasons
given for not meeting the 10-day time line included:

Staff shortages/staff vacancies

Conflicting prioritiesin usng aff, especidly trying to meet the atutory requirement for annua
urveys

Increases in complaint workload

6d. Areyou able to investigate complaintsinvolving " higher levels' of actual harm
within 10 working days?

Twenty-one (44 percent) of 48 States responding indicated they were able to investigate the * higher
level” actua harm complaints within 10 days. An equivaent number of States answered this question as
Not Applicable. Our researchers suspect that this response has to do with the fact, as one State pointed
out in its comments, “HCFA has provided no definition that differentiates between higher levels of harm
and lower levels of harm.” Six State agencies responded that they could not conduct these investigations
within 10 days.

The responses to this question raise again the question of whether current survey agency resources are
aufficient for the serious task of investigating complaintsin atimely manner, and if complaints are
investigated in accordance with HCFA guidelines.

6e. Areyou ableto gather the necessary information, prioritize the complaint, and
establish a date for one investigation of ALL actual harm complaints within 10
working days?

Fifty-five percent (26 of the 47 State agencies responding) answered that they could gather

necessary complaint information, prioritizeit and establish actua harm investigation dates within 10 days.
From reviewing the variety of comments about this question, including severd States that indicated the

question was unclear, one cannot be certain how States answered this question and, consequently, no

conclusions were drawn from the responses.
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The October 13, 1999 |etter, under the section on “TRIAGE and PRIORITY ASSIGNMENT”
(Page 3), States:

All information will be gathered and evauated, the complaint will be prioritized; and the date
when the complaint is to be investigated will be scheduled within 10 working days of its receipt,
unless there are extenuating circumstances that impede the collection of relevant information
within thistime frame.

It may be that States did not understand this guidance, especidly the judtification option related to
extenuating circumstances. Whether there is a systematic difference in understanding between State
survey agencies contacted by the Regiona Offices and State survey agencies that were not contacted by
the Regiond Offices may become clear in the forthcoming telephone survey.

7. Which of the following other information do you usein prioritizing complaint
investigations?

(i) Facility’s compliance history

(if) Facility’s Quality Indicator Profile report
(iii) Information from ombudsman program
(iv)..Facility’ s history of complaints/allegations
(V)...Other (Please explain)

The State agencies’ responses to the use of various pieces of information for prioritizing complaints are
summarized in Table 3 below. For the most part, the State agencies appear to use standard information
that has previoudy been available such as compliance higory (i.e, deficiencies), complaint history, and
ombudsman reports. One can only speculate that the lower use of the Facility Qudity Indicator Profile
reports has to do with the relative “newness’ of the reports, or thelr use in ongite complaint investigation
preparation after the complaint priority has been established as aluded to in acomment from one State
agency.

Table3
Type of Information State Responses
Yes No
Facility Compliance History 32 71%) 13 (29%)
Facility Quality Indicator 19 (43%) 25 (57%)
Profile Report
Information from 32 (73%) 12 (27%)
Ombudsman
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Facility History of 35 (78%) 10 (22%)
ComplaintgAllegations

The State agencies dso commented that they considered other items aswell. These included source of
complaint (eg., hospitals, media, public representatives), information and guidance contained in SOM
Appendix Q — Immediate Jeopardy guidance, and information from other organizations (e.g., Adult
Protective Services, Medicaid program, licensure program, Medicaid Fraud and Abuse programs,
survelllance and utilization review programs and law enforcement). The comments provided did not
explain how States assigned relative vaue to any of these sources.

8. Do you think the volume of complaints has increased, decreased or stayed about
the same since October 1999?

Forty-eight States responded to this question.  Thirty-four (71 percent) believed the volume of
complaints has increased while 13 States bdlieve the volume was about the same. Only one State
reported that it had seen a decrease (of 60 percent in FY 2000).

9. Do you think the seriousness of complaints has increased, decreased or stayed
about the same since October 19997

Forty-eight States also responded to this question. Thirty-one States (65 percent) were of the opinion
that the seriousness of complaints had stayed about the same. The other seventeen States believed that
the seriousness had increased.  One State commented that an improved labor market with resulting
gaffing problems, changes in Medicare reimbursement, and heightened awareness by consumers were
factors that contributed to the increase in the seriousness of complaints.

10. Does your system (either electronic or manual tracking system) currently allow
you to report the number of complaints the agency receives that allege immediate

jeopardy?

The mgority of the 48 States answering this question stated that they had either an eectronic or manud
tracking system in place for immediate jeopardy complaints.  Thirty-eight States (79 percent) had such
sysems while 10 States did not.
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11. Does your system (either electronic or manual tracking system) currently allow
you to report the number of complaints the agency receives that allege actual harm?

Curioudy, fewer States had an dectronic or manua tracking system for complaints that involved
dlegations of actud harm. Of the 48 States responding, 32 (67 percent) had such systems.

12. Please indicate the date on which your system (either electronic or manual
tracking) became capable of reporting the number of complaints and differentiating
between immediate jeopardy and alleged actual harm. (Check the Not Applicable
response if your system cannot currently do this.)

Forty-six States responded to this question. Fourteen States (30 percent) responded that their systems
were currently not cgpable of reporting numbers of complaints and differentiating between immediate
jeopardy and actua harm. Table 4 (below) lists the number of State agencies that reported they were
capable of reporting this data by the date on which they first became capable. Thus, only on the 31
States that asserted that they had a tracking system capable of distinguishing between complaints by type
of complaint are reported here.  One State responded they had a manua system capable of providing
thisinformation but did not give a date.
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Table4

Capability Date
1986
1989
October 1991
1993
January 1994
October 1997
April 1998
August 1998
January 1999
March 1999
April 1999
June 1999
July 1999
August 1999
October 1999
January 2000
February 2000
March 2000
April 2000
Total

Number of States
1
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History of Nursing Home Enfor cement

Some 1.6 million ederly and disabled people receive care in gpproximately 17,000 nursng homes
across the United States. The Federa government provides funding to States to conduct on-site
Ingpections and recommend sanctions for violations of hedth and safety rules by facilities participating in
Medicare and Medicaid. State Medicaid programs fund care for approximately two-thirds of nursing
home resdents, and Medicare finances care for about 10 percent. Protecting nursing home residents
and ensuring that they receive the quality of care and protection they deserveisapriority for our Agency
and this Adminigtration. We are committed to working with residents, their families, advocacy groups,
providers, States, and Congressto fully and effectively implement the President’ s NHI.  This section of
the report provides background and history on nursing home enforcement and the Presdent’ s Nursing
Home Initiative.

Federal Oversight of Survey and Certification

Forma Federd involvement in the regulation of nursing homes dates to 1965, when the Medicare and
Medicaid programs were enacted. Requirements for nursing home operators to be in compliance with
Federal standards became fully effective in the summer of 1970 (Hedth Care Financing Administration
1998). In the 1970s and 1980s, newspaper articles, books and Congressional hearings documented
widespread and scandaous problems in nursing home qudlity of care (Mendelson, 1974; Vladeck,
1980; Mass, 1977 ; The Hedth Care Financing Administration, 1998). In responseto aruling by the
Tenth Circuit Court of Appedsin 1984, the Department of Health and Human Services began to
develop a nursing home survey process that reviewed outcomes of resident care (Spector and
Drugovitch 1989). Further changes were proposed by HCFA in 1987, just before passage of the
Omnibus Budget Reconciliation Act of 1987 (OBRA ‘87), which codified many of the proposed
regulatory changes (Heath Care Financing Administration 1998).

1986 I nstitute of Medicine Report

Amid growing concern about qudity of care in nurang homes during the early 1980s, and the
acknowledgment by both Federd and State regulatory agenciesthat externd quaity review sysems
aonefdl short of measuring qudity, the Congress and HCFA, in 1983, commissioned an important
study on nursing home qudity to be conducted by the Ingtitute of Medicine (IOM). The IOM study,
Improving the Quality of Care in Nursing Homes (1986), confirmed the reports of widespread
qudity of care problems and recommended strengthening Federd regulations for nursing homes (Inditute
of Medicine 1977). The lOM reported that Federa regulations encouraged facilities to comply with
Federa standards, but did not have adequate sanctions. At that time, the mgor sanction for
noncompliance was to require a plan of correction and eventudly to remove afacility’s Federd
certification, thereby eiminating its eigibility to receive Federa payment for services. The IOM
recommended new and sironger enforcement activities and remedies with intermediate sanctions, plus
many other sweeping recommendations to improve the regulation of nurang homes.



The Omnibus Budget Reconciliation Act of 1987 (OBRA “87)

The IOM and GAO recommendations,® as well as the active efforts of many consumer advocacy and
professona organizations, resulted in Congress passng amgor reform of nursng homes regulaion in
OBRA ‘87, thefirgt sgnificant changes since Medicare and Medicaid were adopted in 1965 (1987).
This 1987 nursaing home reform law embraced the findings and recommendations of the IOM and the
GAO reports by strengthening both regulatory standards and the survey and enforcement processes.

OBRA ‘87 defined the role of the State survey and certification processin determining nursing homes
compliance with Federd standards and adopted new enforcement procedures with intermediate
remedies and sanctions, in addition to the decertification procedures for facilities that fail to meet Federd
standards.

The OBRA ‘87 standards, implemented in 1990 for nursing homes, were intended to ensure that each
resdent achieves his or her highest practicable level of physica, menta and psychosocid well being,
ingtead of solely monitoring facility policy and procedures. In connection with the new requirements,
HCFA implemented an outcome-oriented survey system for determining nursing home compliance with
the new standards. Surveyors conducted interviews with residents to obtain their views on the care and
trestment they receivein the home. For the first time, the focus was on the nursing home resdent and the
adequacy of the quality of care for that resident.

Resident Assessment | nstrument

OBRA ‘87 dso required that HCFA implement a standardized resident assessment instrument, the RAI,
to be used by dl nursing homes participating in the Medicare and Medicaid programs to periodicaly
asess aresdent’ s functiond capacity.*® The RAI consists of aminimum data set (MDS) and Resident
Assessment Protocols (RAPSs)(Hedth Care Financing Adminigtration 1995). The information from the
MDS and RAPs form the bagis for individudized care planning. Implementation of a Sngle assessment
processin dl the nation’s nursaing homes provided, in many cases, information never before available for
care planning to meet residents needs.

°In 1987, the General Accounting Office (GAO) reported that over one-third of the nation’s nursing homes
were operating at a substandard level, below minimum Federal standards during three consecutive inspections (The
General Accounting Office 1987).

1% The statutory authority for the MDS and the RAI is found in §1819(f)(6)(A) and (B) and §1919(f)(6)(A)
and (B) of the Act, as amended by OBRA ‘87. These sections of the Act required the Secretary of HHS to specify a
minimum data set of core elements to use in conducting comprehensive assessments. It further required the
Secretary to designate one or more resident assessment instruments based on the minimum data set. The Secretary
designated Version 2.0 of the RAI in the State Operations Manual Transmittal #272, issued April 1995.)



July 1995, I mplementation of the Enforcement Provisions of OBRA ‘87

On July 1, 1995, the new enforcement regulation wasimplemented. The intent of the new enforcement
process was to provide solutions to severd long-standing problems in Federa regulation, including: the
lack of intermediate sanctions; cyclica nurang home compliance (chronicaly in, then out of,
compliance); and the potentidly lengthy intervas between identification of a nurang home s compliance
problem and its correction (Vladeck 1996). The rule set forth the premise that every problem was a
deficiency and deficient providers would be appropriately sanctioned. This rule set the expectation that
surveyors would arrive at a conclusion about the seriousness of each identified deficiency based on an
evaluation of its severity and scope (1994). Deficient nursaing home providers would be swiftly and
gppropriately sanctioned, with enforcement remedies linked to the seriousness of the deficient practice.

In changing its processes, HCFA attempted to strengthen enforcement and improve survey procedures,
with the overarching god of improving care and qudity for nurang home resdents. The enforcement
regulation set forth the expectation that providers, in order to maintain compliance and be successful,
must have an active process to identify and fix their own deficiencies.

1998 HCF A Report to Congress and GAO Study

In July 1998, we released a Report to Congress documenting that the regulations on the new long-term
care conditions of participation had helped to improve the health and safety of nursaing home residents.
Soecificaly:

Over-use of anti-psychotics had declined from about 33 percent to 16 percent;

Appropriate use of anti-depressants had increased, from 12.6 percent to 24.9 percent;

Use of physicd restraints had declined from about 38 percent to under 15 percent;

Use of indwelling urinary catheters had declined by nearly 30 percent; and,

The number of residents with hearing problems who had received hearing aids was up 30
percent.
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However, the report also made clear that severd areas required greater attention. Residents continued
to suffer form easly prevented problems such as bed sores, manuitrition, and dehydration, aswell as
from abuse, neglect, and misappropriation of property. Inspections were easily predicted. And severd
States had only rarely cited homes for substandard care.

Also in July 1998, the Generd Accounting Office (GAO) rdeased areport on Cdifornia nurang homes
which confirmed and expanded on these findings (Cdifornia Nursng Homes Federd and State
Oversght Inadequate to Protect Residents in Homes with Serious Care Violations). The GAO report
found that, while many homes are committed to providing the best environment for their resdents, others
are ether unable or unwilling to do so. It dso found that Federd and State oversight and enforcement in
homes providing less than acceptable care was often inadequate, and made clear that HCFA needed to
do a better job to monitor the troubled homes and take appropriate and meaningful actions to either
prompt these homesto correct their problems or prevent them from participating in its programs. To



address these problems, GAO suggested, among others, the following changes to HCFA' s survey and
enforcement processes.

C Staggering survey schedules;

C Increasing the sample size for nutrition, dehydration and pressure sore aress,

C Eliminating grace periods for homes with repested serious violations, impose remedies promptly;
and,

C Requiring, for problem homes, an ondte vigt to substantiate ahome s claim that deficiencies
have been corrected.

Presidential Initiatives - July 1998

On July 21, 1998, the President announced a series of mgor new stepsto increase Federd oversight of
nursing homes performance and improve the qudity of care and life for vulnerable nurang home
resdents. These new activities include:

C Enhanced monitoring of poorly performing homes,
C Imposition of swift and certain sanctions when inadequate care is identified,

C Action to reduce the incidence of bed sores, manutrition, dehydration, and resident abuse by
developing new survey protocols to detect quality problemsin nursng homes;

C A nationd campaign to educate resdents, families, consumers, nurang home staff, and the public
about the risks of manutrition and dehydration, as well as nurang home resdents' rightsto
qudity care. A rdated campaign emphasized the prevention of abuse and neglect of nursing
home residents;

C Egtablishing aHCFA web site, which alows consumers to compare survey results and safety
violations when choosing a nursing home, and contains best practice guiddines for a-risk
residents,

C Staggering or otherwise varying the scheduling of surveys to reduce the predictability of surveyor
vidgts. Under this protocol, State survey agencies must conduct at least 10 percent of nursing
home standard surveys on weekends, in the early morning, or in the evening;

C Rapidly sanctioning any facility &) found in serious noncompliance; b) with ahistory of
termination from Medicare and/or Medicaid programs; or ¢) in which, in the judgement of
HCFA and the State, immediate action is warranted and sanctions should be imposed without
giving the facility an opportunity to correct its problems.

C Inspecting problem facilities twice as often so that persistent problems can be addressed quickly
with no decrease in ingpections of other facilities,



C Issuing find regulationsin March 1999 that alow States to impose a civil monetary pendty of up
to $10,000 for each serious incident;

C Requiring that States investigate complaints aleging harm to residents within 10 days;

C Encouraging the effective use of drugs through revised manua guiddines and increased training
to States; and,

C Working with the Department of Justice to prosecute the most egregious violations.

1999 GAO Reports

In March 1999, the GAO issued a study entitled, “Nursing Homes: Complaint Investigation Processes
Often Inadequate to Protect Residents.” In that study, GAO recommended that HCFA develop
additiond standards, including maximum time frames for the prompt investigation of serious complaints
aleging non-immediate jeopardy harm to residents as well as for complaints that are deferred until the
next survey; strengthen Federa Oversight of State Complaint Investigations; and, require that
Substantiated results of complaint investigations be included in Federal Data Systems or be bleto
Federd officias.

In response to these recommendations, HCFA directed States to investigate any complaint aleging harm
within 10 days and reemphasized exigting guidance on time frames for investigating dl other complaints.
To help in defining aleged actud harm, HCFA issued additiona guidance to Regiond Office and
States.™

In November 1999, the GAO issued another study demonstrating the need for greater consistency
among HCFA Regiond Officesin oversght of State survey agencies and other nurang home
enforcement efforts. We responded by redirecting our State Agency Quality Improvement Program to
be a consstent national program directly tied to measurable performance standards. We aso refined
protocols for Federa oversight of State surveyors and strengthened efforts to more consistently conduct
comparative surveys, where HCFA saff perform an independent review of a given facility after a State
agency has finished its survey.

M see Section 1.5 for more discussion of the implementation of new complaint investigation protocols.



